We studied rickettsioses in southern Sri Lanka. Of 883 febrile patients with paired serum samples, 156 (17.7%) had acute rickettsioses; rickettsioses were unsuspected at presentation. Additionally, 342 (38.7%) had exposure to spotted fever and/or typhus group rickettsioses and 121 (13.7%) scrub typhus. Increased awareness of rickettsioses and better tests are needed.
exposure (44.4% vs. 15.1% vs. 9.3%; p = 0.001). More acute rickettsioses occurred during the July-October rains (70.6% of ST infections and 59.7% of other rickettsioses), whereas more nonrickettsial infections (67.0%) occurred during the drier period of March-June (p<0.0001) ( Figure 2 ).
Acute rickettsioses were clinically similar to each other and to nonrickettsial febrile illnesses, except for frequency of cough, oliguria, and conjunctival suffusion (Table 1) . Except for a higher temperature with SFGR than with TGR infection (mean 38.6 vs. 38.2°C; p = 0.006), no feature differentiated these rickettsial infections. Conjunctival suffusion was more common (p = 0.004) with ST (35.3%) than with SFGR/TGR (12.8%) or no rickettsiosis (12.8%).
Antecedent antimicrobial drug use was commonly reported in patients with (45/115 [39.1%]) and without (195/536 [36.4%]; p = 0.58) rickettsioses. Amoxicillin and cephalosporins were administered most frequently in both groups (16.8% and 20.3%; p = 0.40), but infrequent administration of doxycycline (0.9% and 1.1%; p = 0.82) was recorded for 813 patients with paired serum samples, including 139 with acute rickettsioses. Rickettsioses were rarely clinically identifi ed when present (3/139, sensitivity 2.2%, 95% CI 0.447%-6.2%). Rickettsioses were also infrequently confi rmed when diagnosed clinically (3 SFGR rickettsioses among 9 with suspected scrub typhus; positive predictive value 33.3%, 95% CI 7.5-70.1) and rarely treated appropriately (2/9 given doxycycline, 1 with SFGR rickettsiosis). Patients with rickettsioses were hospitalized longer than others (median 5 vs. 4 days; p = 0.01), although the proportion hospitalized was similar. No one with confi rmed rickettsioses died, but 11 of 12 patients died before follow-up.
At enrollment, 292 (33.1%) patients had IgGconfi rmed rickettsial exposure. However, only 59 (20.2%) had a 4-fold increase in titer, and 97 (62.2%) of 156 acute infections were identifi ed as rickettsioses by seroconversion. Exposures to rodents and rice paddies were associated with TGR rickettsiae and O. tsutsugamushi IgG ( Table 2) . Farmers were more likely (p = 0.01) to have IgG against 
Conclusions
We documented endemic rickettsioses as a major cause of acute febrile illness in southern Sri Lanka. Epidemiologic features could not differentiate acute infection from prior exposure. Rickettsioses were infrequently suspected and not treated empirically when suspected. Underrecognition of rickettsioses could refl ect nonspecifi c clinical features, limited diagnostic tools, lack of awareness that rickettsioses occur or cause severe illness, and absence of evidencebased local algorithms for acute febrile illness.
Studies in neighboring regions have used fl awed methods, including spectrum bias, small sample size, selective enrollment, and testing acute-phase serum only. In many instances, clinical features were not predictive (5,13); however, older age was reported with rickettsioses (14) and lymphadenopathy and rapid respiratory rate with ST compared with TGR rickettsiosis (4). Although part of the rickettsial triad, rash is often absent initially (10) and among unselected febrile patients (5, 14) . SFGR/ TGR cross-reactions and apparent co-infections could also impair clinical differentiation of specifi c rickettsioses. Laboratory abnormalities associated with ST (3) could refl ect disease severity, not etiology, and such testing is often unavailable. Divergent conclusions might refl ect different study populations, diagnostic criteria, reference groups, features evaluated, or real geographic differences.
Our estimate of rickettsioses is conservative. longer accepts a single high titer to confi rm R. rickettsii infection (10). We required a 4-fold rise in titer even for seroconversions because IFA results are subjective, even among experts. We used R. rickettsii as a surrogate antigen, which could be less sensitive for detecting local SFGR. We chose ELISA for ST because a commercial IFA was not available and IFA as a standard for ST has been questioned (15 
